Based on a retrospective case-control study we evaluated the score system adopted by the Ministry of Health of Brazil (Ministério da Saúde -MS), to diagnose pulmonary tuberculosis (PTB) in childhood. This system is independent of bacteriological or histopathological data to define a very likely (> or = 40 points), possible (30-35 points) or unlikely (< or = 25 points) diagnosis of tuberculosis. Records of hospitalized non-infected HIV children at the Instituto de Puericultura e Pediatria Martagão Gesteira of Federal University of Rio de Janeiro (IPPMG-UFRJ), were reviewed. Patients were adjusted for age and divided in two different groups: 45 subjects in the case group (culture-positive) [mean of age = 10.64 mo; SD 9.66]; and 96 in the control group (culturenegative and clinic criteria that dismissed the disease) [mean of age = 11.79 mo.; SD 11.31].
Diagnosing tuberculosis in childhood is a challenge and it should take into consideration the value of clinical, radiological and epidemiological aspects. Various diagnostic approaches for diagnosis of childhood tuberculosis have been published. Most of them are based on clinical experience 3, 5, 6 but FOURIE et al. 4 used a mathematic model. Based in well-established diagnosis criteria, a arbitrary score system, currently adopted by the Ministry of Health (Ministério da Saúde, MS), was created in Brazil to diagnose pulmonary tuberculosis (PTB) in childhood 1 . This system is independent of bacteriological or histopathological data to define a very likely (> or = 40 points), possible (30-35 points) or unlikely (< or = 25 points) diagnosis of tuberculosis (Table 1 ). This score system was evaluated based on a retrospective casecontrol study. Records of hospitalized non-infected HIV children at the Instituto de Puericultura e Pediatria Martagão Gesteira of Federal University of Rio de Janeiro (IPPMG-UFRJ), that were pulmonary tuberculosis suspects and were submitted to a culture of acid fast bacillus (AFB) on their gastric smear between 1987 and 1994, were reviewed. Patients were adjusted for age and divided in two different groups: 45 subjects in the case group (culture-positive) [mean of age = 10.64 mo; SD 9.66]; and 96 in the control group (culture-negative and clinic criteria that dismissed the disease) [mean of age = 11.79; SD 11.31]. The score system was applied to the case and control subjects, in order to calculate the values of sensitivity and specificity and the odds ratio (OR) of each one of the variables of the system: clinical radiological status, exposure to adult with tuberculosis, tuberculin skin test and nutritional status. Patients younger than one-year-old (69.5%) and males (61.7%) were predominant. Among the variables analyzed, the radiological status had the greater impact into the diagnosis (OR = 25.39), followed by exposure to adult with tuberculosis (OR = 10.67), tuberculin skin test >10 mm (OR = 8.23). It was noticed that 40 (88.9%) cases and 23 (24.0%) controls had radiologic abnormalities suggesting tuberculosis, as well, 36 (80.0%) cases and 38 (39.6%) controls had prolonged fever. It was detected that 16/44 (36.4%) case subjects and 20/96 (20.8%) control subjects had not been vaccinated with BCG and that, among the 36 patients that were not vaccinated, 29 were younger than one-year-old. The absence of BCG vaccination indicated risk (OR = 2.17) of diagnosis of pulmonary tuberculosis. The tuberculin skin test was < 5 mm in 16/27 (59.52%) case subjects and 47/49 (95.9%) control subjects. Malnutrition was noticed in 28 (62.2%) cases and 61 (63.5%) controls. The best cut-off point to the diagnosis of PTB was 30 points, where the score system was more accurate, with sensitivity of 88.9% and specificity of 86.5% ( Table 2 ). The score system proved to be important in this retrospective case control study in the diagnosis of PTB in hospitalized children. In the future, the implementation of new studies to evaluate this score in a prospective study including hospitalized as well out patients will be appropriate 2 . 
